The presentation of aneurysm rupture is surprisingly variable. Bradycardia is not to be expected.
CASE HISTORY
A man aged 52, ex-smoker but previously healthy, collapsed at a pub quiz night but was caught by a bystander, who prevented head or other injury. He was free from chest pain or breathlessness and there were no ischaemic changes on the electrocardiogram, but he had a persistent sinus bradycardia of 30±50 beats per minute. Initial blood pressure was 76/50 mm Hg, which improved to 110/ 70 mm Hg with intravenous colloid infusion. Oxygen saturation remained at 99%. Haemoglobin was 12.0 g/dL and cardiac enzymes were normal.
While in the resuscitation bay, the patient suddenly developed a severe, sharp, constant left-sided abdominal pain radiating to his back. There was no associated nausea or vomiting and the blood pressure and bradycardia were unchanged. He was rigid and tender only in the left side of the abdomen and¯ank, without any bruising. Bowel sounds were absent. An abdominal aortic aneurysm was not clinically evident and all peripheral pulses were present. The left hemidiaphragm was elevated on the chest X-ray.
The only ®nding on abdominal radiography was displacement of the bowel gas pattern away from the left side.
Spiral computed tomography (CT) of the abdomen and pelvis, performed to look for blunt trauma to the left kidney or spleen from the patient's fall or for a ruptured aneurysm, disclosed an isolated 4 cm diameter left common iliac artery aneurysm ( Figure 1 ) with rupture into the peritoneal cavity (Figure 2 ). Thereafter the patient was noted to have developed a weakened left femoral pulse and absent left pedal pulses. He was transferred promptly to a vascular unit where the aneurysm was repaired with a synthetic graft.
COMMENT
Most iliac artery aneurysms are found in association with abdominal aortic aneurysms. Isolated iliac artery aneurysms account for under 1% of all vascular aneurysms. The natural history is of gradual enlargement, with rupture the most common clinical presentation.
Patients seen shortly after collapse may be surprisingly wellÐhaemodynamically stable with good peripheral pulses. This phase is often referred to as the`herald bleed'. As rupture ensues, a spectrum of physical signs can develop, sometimes during the course of assessment, as here. The cause of the persistent sinus bradycardia in this patient may have been vagal stimulation by stretching of bowel mesentery from aneurysm rupture.
When elevation of the left hemidiaphragm is associated with a ruptured thoracic aortic aneurysm 1 , the mechanism is thought to be compression of the left phrenic nerve. In the present case the likely cause was not paralysis but an upward push from the blood accumulating below, leading to splinting of the abdomen and displacement of bowel to the right.
Aneurysm rupture can present in numerous ways 2±5 , and timely surgical intervention depends on clinical alertness. A notable case of ruptured aneurysm was seen in Albert Einstein, who despite having a known abdominal aortic aneurysm, presented with features simulating acute cholecystitis 6 . The correct diagnosis was not made until necropsy, where intraperitoneal blood from the ruptured aneurysm was found to track around the gallbladder. In patients with previously documented aneurysms, abdominal pain must be presumed to be due to aneurysm rupture until proved otherwiseÐthe Einstein sign. In young infants and children a retropharyngeal abscess typically shows itself with fever, sore throat, dysphagia and neck swelling. But the presentation can also be insidious.
CASE HISTORY
A 2 1 2 -year-old boy was referred to our department with acute airway dif®culties following adenoidectomy. The preceding history included recurrent sore throats, intermittent low grade pyrexia and cervical lymphadenopathy over two months. Tonsillitis had been diagnosed and treated with oral antibiotics but subsequently the child had developed increasing stertor and feeding dif®culties. These features had been thought due to adenoidal hypertrophy, hence the adenoidectomy. After the procedure, rapid onset of acute upper airway obstruction required emergency intubation and ventilation. Subsequent extubation failed on two occasions. On transfer to our unit, a plain lateral soft tissue neck radiograph showed widening of the prevertebral space ( Figure 1 ) and computed tomographic (CT) scanning revealed a massive bilateral and symmetrical retropharyngeal abscess (Figure 2 ). The abscess was treated initially by CTguided needle aspiration but it quickly reaccumulated. It was then incised and drained and the patient had no evidence of recurrent infection when reviewed two months later.
